In this paper, it is argued that an understanding of the factors that make up resilience can enhance communication and concordance between practitioner and patient. A model is presented demonstrating that resilience is an interaction between factors in the internal domain, comprising psychological characteristics and resources, and the external domain, comprising the social environment surrounding the individual. As resilience manifests itself in different ways across the life-cycle, and according to individual circumstances, time is also an important part of the model presented in this paper. Understanding this model of resilience can lead to an insight that there are factors that can be influenced whereby the primary care practitioner can treat the patient, or refer them after a process of concordance through a deeper understanding of the factors that surround a patient's current health status. Underlying the model is the view that resilience is linked to the assets model of health, seeking to promote and maintain health and prevent illness. Therefore, primary care practitioners, through a deeper understanding of the circumstances of the patient, and through understanding the factors that promote resilience, may be better able to take action in health promotion and maintenance.
Introduction
Illness and disease causation, treatment and long-term management are multi-faceted aspects of health and are influenced by social, psychological, economic and cultural factors, in addition to biological, genetic and physiological ones. Whilst there is a great deal of literature about the social and economic determinants of health, this is often written for public health and health policy audiences, rather than being aimed at the primary care practitioner (PCP).
The purpose of this paper is to provide a synthesis of many of these literatures, as they relate to 'resilience'. We present a model of resilience which incorporates a number of the social, psychological, cultural and structural determinants of health, with the underlying philosophy being that we should be aiming to facilitate the development, maintenance and sustainability of resilient people (or patients) and communities, with the expectation that resilience is linked to promoting health and preventing illness (the assets model of health). Therefore, by understanding the various, and interacting factors that promote resilience in individuals and communities, PCPs can better understand their various roles in promoting and maintaining health. Some of these roles may be around treatment, some may be around helping patients to develop certain internal skills, and others may be around referring to a variety of other helping professionals (in health, social care and welfare agencies) whose time and skills are more suited to the task. Nevertheless, in order to be able to fulfill any of these roles, PCPs firstly have to understand the factors likely to lead to developing and maintaining resilience, and thus health. It is to this end, that the paper is focused.
Models of Resilience
In this section, a range of models of resilience expounded in the literature will be explored, however, a definition of resilience needs to be established initially as a starting point for discussion. The Oxford English Dictionary definition of resilience is "to be able to withstand or recover quickly from difficult conditions".
1 Such a definition is the basis of much of the work conducted on resilience over the last few decades and from here, the various models, including our own interactive psycho-social model take on the task of explaining the various aspects of resilience.
From an overview of the literature, it is apparent that there are a number of competing models of resilience, [2] [3] [4] [5] [6] however the majority of them do not have sufficient built-in complexity to reflect real-life situations and therefore have limited utility across a range of varying purposes. Previous models of resilience appear to have a number of inherent weaknesses, in that they have neglected to include the dynamic interactions between the factors that make up resilience. Thus, sociologists and public health researchers have tended to look only at social and socio-economic determinants of resilience, while psychologists have tended to look only at the internal, psychological traits of the individual. As a result, previous models have perhaps not been seen as being as useful to primary care as they could be. These conceptualisations have assisted greatly in determining what constitutes resilience, but unfortunately, not how it operates. To establish a grounding for our model, and to begin to dissect the make-up of resilience and understand how it may actually operate, we first need to explore how the existing literature defines the internal and external domains within their conceptual models.
A number of researchers define the external social characteristics which develop or predict resilience as follows: supportive families and communities; warm but demanding relationships with parents; good educational opportunities and services; services delivered with consideration and respect; strong social relationships and community ties; having paid work; good, accessible and affordable public transport (to assist in overcoming social isolation); availability of opportunities at major life transition points; quality of the social and physical environment; and positive and supportive social policies. 4 7-9 These characteristics are discussed in the social support literature. Social support is a major factor in resilience and has a number of interacting facets which help to underpin the external social characteristics discussed in the resilience literature. Stroebe 10 outlines five types of social support, namely emotional, esteem, instrumental, informational and appraisal support. Emotional support is based on receiving empathy, caring and concern. Esteem support is the reception of expressions of positive regard, including encouragement, agreement with feelings and so on. Instrumental support is when a person receives direct assistance such as money or help with childcare, and so on. Informational support is based on receiving advice, direction or suggestions. Finally, appraisal support is when information is received which assists a person with self-evaluation or appraisal of an event or situation. [10] [11] [12] In turn, there are four main sources of social support, community support (neighbours, church and so on), family support, support from friends, and professional support (medical advisers, social workers and so on). There are a range of studies that refer to the main sources of social support.
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The psychological research on resilience generally focuses on the internal traits that can enhance individual resilience, for example positive behavioural adjustment, enhanced cognitive functioning, the absence of psychopathology, the demonstration of behavioural competence, 3 coping skills, self-efficacy, successful developmental processes in children who grow up in stressful environments, autonomy, self-regulation, problem-solving skills, an internal locus of control, critical problem-solving skills, and empathy. 4 8 Critically for the argument put forward in this paper, there is little attempt made by previous authors to examine the interaction between the internal and external domains, or the social and psychological characteristics, that make up a person's life. The original research around resilience came from researchers and practitioners interested in childhood developmentexamining the factors involved in some children becoming resilient (or not) in the face a variety of life adversities. However, this paper is based more generally around a model of resilience which can be applied across the general population and therefore which may be more useful to the primary care practitioner (PCP) overall. Our proposed interactive model takes a more complex view, linking to the concept of holistic medicine (i.e. treating the whole person, rather than just the disease), and may be more useful for health promotion and illness prevention.
Before discussing our interactive psycho-social model of resilience, the following section will establish the differences between coping and resilience, as well as differentiating coping resources from coping strategies.
Resilience and Coping
The literature on coping is voluminous and inconclusive, and in fact resilience and coping are often conflated in the literature. To distinguish between resilience and coping, a definition of coping is necessary. Coping is defined in the Online Oxford English Dictionary as "dealing effectively with something difficult". 19 As a starting point for discussion, it needs to be pointed out that 'something difficult' is in fact quite different to 'facing adversity' (adversity is what is overcome by the resilient person). Facing difficult situations is not necessarily the same as facing adversity. In addition, efforts to cope do not always lead to solutions to a problem. This issue was examined in the mid-1980s, [20] [21] [22] [23] and more recently by Harvey and Delfabbro 3 . The argument put forward by these authors is that resilience involves an active shaping of the individual's environment in order to insulate themselves from adverse situations. On the other hand, coping can involve passivity through dealing with a situation through avoidance. As resilience and coping are different, we argue that coping (strategies and resources) is one of the many factors that comprises resilience, and is part of the internal 'toolbox' that a person may draw upon in their attempts to overcome adversity.
Alluded to here is the distinction between coping strategies and coping resources. This is an important distinction as they are often conflated and confused in the literature. Coping strategies can be referred to as those techniques that are used in everyday situations to overcome specific situations or circumstances. These may also be characterised as coping skills. 24 Coping resources are what a person draws upon, that help them deal with situations.
These may include such factors as general health, employment, and social support, which influence the enactment of coping strategies. 24 In other words, coping resources are what a person draws upon in order to implement coping strategies. The availability of the resources will enable or restrict the ability to implement particular strategies, therefore those who have fewer coping resources will have fewer strategies to use to deal with adversity.
Having established that coping strategies and coping resources are part of the make-up of resilience, the following section will provide an overview of our interactive psycho-social model of resilience.
An interactive psycho-social model of resilience
Our model adds to the understanding of resilience by examining the interactions between the internal and the external domains that are drawn upon in adapting to adverse circumstances, as can be seen in Figure 1 below. The internal domain represents the psychological traits and resources of the individual, while the external domain represents the social environment that surrounds the individual. In our proposed model, and in order to understand how resilience manifests over the lifespan, time also becomes a crucial aspect of the model as resilience may be built, lost, re-structured, destroyed, accumulated, and so on, over time, not in a linear fashion, but somewhat unpredictably over the lifespan. In order to understand resilience, it is necessary to recognise that there are certain health issues where inequitable outcomes are apparent. This may be for a host of social, psychological, genetic, or lifestyle related reasons. There are also many cases where there appear to be few explanations available to distinguish the differences in outcomes between individuals despite their similar situational circumstances. Could the explanatory factor be that some individuals or agents have certain internal traits or external supports that make them resilient?
If these individuals are resilient, then it is necessary to take as many factors as possible into account in looking for possible explanations. Therefore to have a model of resilience that only considers one set of factors (e.g., social or psychological) creates only a partial explanation. In such a model, the effectiveness of resilience is undermined as an explanatory concept as it does not seek to look at the interaction of factors, only factors in themselves. To examine, for example, the interaction between strong family support and self-esteem and selfefficacy delivers a greater explanatory power in understanding a person's circumstances. An examination of the interplay between the internal psychological domain and the external social domain may be the key to resilience, and therefore one of the keys to understanding health and preventing illness.
Time is also a critical factor in the proposed model as resilience is not constant. In fact, it appears to change over time. So, for example, people may learn strategies for dealing with future events from the experience of past events. Strategies may be learnt, or people may know what to expect as future issues arise. Without time built into the model, again the explanatory power remains only at a shallow level. However, time also invites unpredictability into the equation, as resilience does not necessarily grow automatically as a result of past experiences. A person who demonstrates resilience at one point in their life may not show resilience at a particular time in the future for a whole host of reasons. Perhaps they have not learnt to deal with a situation they have never faced before, and therefore may be unable to apply old solutions to new problems. Perhaps the social supports that were in place in the past have lessened, leading to a lowering of resilience. A range of adverse situations, for example ill-health, financial difficulties, marriage breakdown, or the sheer weight or number of pressures, may be involved in a person's inability to remain resilient over time.
The critical point however is that resilience manifests itself in a person's life in a variety of ways and at various times, and thus may be characterised as a 'toolbox', or a set of strategies that a person has (or lacks) at their disposal when facing adverse circumstances. The 'tools in the toolbox' can be added to through learning strategies via adaptation over time.
Why primary care practitioners should consider this model
A critical question for the practitioner is: If patients can be assisted to be more resilient, will patients become healthier? Practitioners can have a major effect on the internal domain of the individual in seeking to enhance their resilience. Recognising and understanding the individual's psychological make-up can be critical to better health outcomes. The external domain can also be affected by the practitioner in a positive way. With a deeper understanding of the social determinants of health, encompassed within the social external domain, the PCP may be able to advocate for positive change in the social environment and/or refer the individual to social service or welfare organisations and agencies. One of the best ways to achieve these beneficial outcomes would be through listening to, and understanding, the narratives of the patient, which would lead to a greater potential for concordance between practitioner and patient.
In adopting such an approach based on an understanding of resilience, PCPs may be able to offer a more holistic understanding of the circumstances that have lead to the patients' current health status. It may also lead to a greater understanding of the ways in which good health may be maintained. How this can be of benefit to practitioners is discussed below in the following three points. Above all, the following discussion leads to a common point: that the interactive model of resilience outlined in this paper allows questions to be asked that can lead to in-depth understandings of people's lives, and therefore to better understandings of their health status.
1) An interactive model of resilience provides a focus on health and well-being:
Often in primary care, there is a tendency to focus primarily on the 'curing of illness'. Our model presents a perspective on resilience which focuses on health and well-being, through the assets model of health, such as that presented in the work of a number of researchers. [25] [26] [27] [28] This stands in contrast to the medical model which focuses primarily on illness and treatment of symptoms. 29 30 This salutinogenic focus was established early in the genesis of resilience research which originally concentrated on examining disadvantaged communities and individuals, particularly children, within those communities. When it was found that certain individuals fared better than others despite having similar circumstances and backgrounds, resilience research was born, focusing on the reasons why these resilient people were better able to cope with, adapt to, and resist their circumstances. This is the focus of research such as that produced by the UK-based Research Unit in Health, Behaviour and Change ( RUHBC ). 2 Such an assets-based approach, based on preventative health and well-being, can only benefit the healthcare system, and indeed, the individual.
2) An interactive model of resilience allows examination of risky and/or unhealthy behaviours: An interactive model of resilience can assist in providing a different perspective on particular behaviours which are considered to be unhealthy or risky. For example, tobacco has a negative effect on health and well-being, yet it also provides benefits for some individuals who smoke. Research affirms that some smokers perceive that tobacco assists them to cope with difficult situations, stress, depression, poverty and a whole range of issues. 8 31 An interactive model of resilience can allow us to examine such trends by analysing various groups with high rates of smoking such as people living in low socioeconomic status (SES) areas, refugee groups, indigenous groups, and people diagnosed with a range of mental illnesses. All of these groups generally have more to cope with than other population cohorts in society explaining, to some extent, their high prevalence of smoking. As the RUHBC 2 point out, the resilience perspective does not deny that smoking is bad for one's health, however the strength of the perspective is that it allows us 'to see the importance of context for re-evaluating the meanings and value of these risky practices' (p.3).
The complexity of the interactive model of resilience may allow the practitioner to be able to understand why someone is choosing a particular lifestyle behaviour, and the benefits or perceived benefits that someone gets from that behaviour. In order to improve health, it may be useful to understand the benefits that people derive from risky behaviours and lifestyle choices.
3) An interactive model of resilience is holistic: Lloyd 32 points out that "the primary aim
[of everyday primary practice situations] is to provide a feeling [for the patient] of being understood; one that gives the reassurance for the individual strengths and self-management potential of the person to be launched" (p.64). Our interactive model of resilience allows the inner dialogues of the patient to be tapped into, as the perspective allows for a holistic view of the patient's life, one of the best ways of achieving this being through listening to the ongoing narratives of the patient themselves. This would move primary care practice back to a more traditional model based on a 'relationship of understanding' between patient and practitioner. In addition, as Lloyd 32 argues, a deeper understanding of people's own stories can often provide the impetus for a range of self-healing processes (p.64).
Conclusion
It appears that it would be advantageous to the PCP-patient relationship if there were greater levels of mutual understanding leading to concordance, or shared decision-making. We have proposed a model of resilience in this paper, and argued that this model may lead PCPs to a greater understanding of the issues that surround health and illness. The model represents the interaction between the internal psychological domain, and the external domain represented by the social environment of the individual. We also argue that the proposed model provides a positive focus on health and well-being, allows for a deeper examination of risky and/or unhealthy behaviours, and represents a holistic approach to health.
In terms of the benefits of the model, it has been argued that although there are a number of areas in which PCPs may be able to have little direct influence, an understanding of the model may lead them to recognise ways in which they can have a positive effect on these wider social issues, such as acting in an advocacy role for example. In the areas of life in which PCPs may be able to affect change, an understanding of the resilience model may lead to understandings through a process of concordance, which in turn may result in more accurate recognition of symptoms, leading to better health outcomes. This may lead to another avenue of health improvement through referral to health, social care and welfare agencies in appropriate cases.
Overall, it can be seen that better health outcomes are intricately linked to better communication between practitioner and patient. In order to achieve this, concordance is vital as there needs to be communication between practitioner and patient leading to understanding of symptoms, treatment and the general conditions of a person's life. Our proposed interactive model of resilience may be an important vehicle through which to realise such a scenario.
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